pathogenesis are sometimes questionable and what is worst, their definition and classification is occasionally rather confusing ; thus making the task of comparing results of different investigators of various countries and even of the same country, full of problems.
Besides, because of situations beyond my control, the time at my disposal for the preparation of this assignment being very short, it was impossible for me to review all the statistics of other areas of the southern american continent.
Our data therefore is related to our country, namely Chile.
Finally, and due to the fact that this symposium refers mainly to cardiovascular disease in connection to nutrition we will, after giving a general vision of the relative frequency of various cardiopathies in our country, discuss the one that has a more direct relation to nutrition, that is, the general problem of atherosclerosis and specially, coronary heart disease. The main etiological diagnosis was hypertension, followed by generalized atherosclerosis and rheumatic heart disease. 7.2% were due to atherosclerotic heart disease. Breaking down this figure according to sex, it can be seen that the ratio of male to female is approximately 3:1. These figures are in accordance with the general literature on the subject. * Each patient may have various diagnosis .
I. General Prevalence of Cardiovascular Disease in the Chilean Population
The data for Table II was obtained from the compulsory yearly health examination of all employees in Chile.
As can be seen in this group, 10% had confirmed cardiovascular disease, hypertension being found in approximately half the number of patients. The high prevalence of coronary heart disease in this group can be partially explained on the basis of accumulation of cases in the five year period. This figure of 5% is quite similar to the one obtained by Dowber in the Framingham Study. At this stage we will focus our attention to the main part of our discussion, namely the epidemiology of coronary heart disease.
II. Prevalence of Coronary Heart Disease
This will be divided into: a) Data obtained from W.H.O. and Chilean National Health Service for comparative death rates per 100,000 inhabitants for total degenerative heart disease (B 26) and coronary heart disease (420) are presented in the On the other hand in spite of the fact that the socio-economic differences between these two countries and the anglo-saxon communities are not fundamentally significant, the death rate is 3,4, or even 5 times lower in the former than in the later.
Not wanting to indulge into speculations, we would like nevertheless to suggest the possibility that a racial factor may be involved to explain these highly significant differences. b) Data obtained from pathological anatomy: We sought to compare the prevalence and severity of coronary atheromatosis as found by different investigators in various countries in accordance to data obtained from autopsy.
Strange as it may seem in spite of the great amount of literature reviewed we were unable to obtain any comparable figures, not only because different methods of study are used by different investigators but also because of the manner of expressing results. Due to this fact the following table refers only to our results and to those obtained by Arteage et al. in four hospitals in Santiago.
No separation by sex was done because contrary to what is generally sustained, in our cases there was no significant different prevalence between male and female.
As can be seen in Table IV the percentage of generalized atherosclerosis increases with age reaching its maximum after the 6th decade of life. A similar phenomenon is to be found in relation to extention and severity J ap. Heart J. March, 1962 of coronary atheromata, however this is in contradiction to the clinical prevalence of coronary heart disease, which according to our observation, attain their maximum prevalence between the fourth and fifth decade. Regarding the white peasants group, although the total number is rather limited, the fact that the sample was not selected and also because of indubitable positive electrocardiographic findings we are inclined to believe that these results are significative ; therefore it is rather surprising that this group of individuals whose daily caloric and fat intake is considerably lower than the North American populations, as will be shown later, has a similar prevalence of clinical coronary disease. As was previously commented the relatively high prevalence of coronary heart disease in white collar employees, can be explained on the basis of accumulative figures in a five years period, and is almost indentical to the cumulative data of the Framingham study.
It is our deep conviction that these results oblige us to reconsider the interrelationship of diet, socio-economic factors and prevalence of clinical coronary heart disease.
III. Relation of Diet to Prevalence of Coronary Heart Disease
In accordance to the findings of various investigators, such as Ancel Keys, Noboru Kimura, Bronte-Stewart and many others, there seems to Jap. Heart J. M arch, 1962 be a relationship between the proportion of fat content of the diet and the prevalence of coronary heart disease. The following table taken from the work of Joliffe tries to establish a correlation between the mortality rate due to coronary disease, caloric intake percentage of fat intake, percentage of saturated fats and total protein intake as percentage of total calories. At first sight it seems striking that the countries with the highest mortality rate due to coronary disease are precisely those in which the consumption of saturated and unsaturated fats as well as the caloric intake is the highest. Nevertheless there are certain contradictions which prevent us in over-simplifying the problem. Thus in the United Kingdom for instance with a mortality rate of only half of that of the U.S.A., the intake of saturated fats is practically identical. Regarding our country whereas the intake of saturated fats is slightly superior to half of that of France the mortality rate due to coronary atherosclerosis is quite similar. Besides if we compare the figures of Chile and Japan regarding mortality rate, in our country it is double that of Japan, whereas saturated fat intake in Chile is ten times superior to Japan. Regarding mortality rate due to coronary heart disease in France whose situation is identical to that of Chile has a fat intake of more than twenty times that of Japan. It is our belief considering the preceding facts that we should be very cautious in establishing a direct cause and effect relationship between fat intake in diet and the incidence of atheromatosis.
We shall now refer to our observations regarding the same problem.
The Chilean peasant population is in its vast majority of Spanish stock As can be seen the prevalence of coronary heart disease is more than ten times higher in the white peasants group than in the araucanians. M arch. 1962 in which the prevalence of coronary heart disease is ten times greater in one group than in another. The participation of a genetic factor to explain this difference should be considered.
IV. Diet and Blood Lipids
Finally and due to the importance given by various investigators to the level of blood lipids in relation to coronary heart disease, and also to the influence of diet in the lipid pattern, we summarized our experience in this field in Table  IX. A comparison is also made with other countries. disease than the anglo-saxon communities. Likewise, the average caloric value of their diet as well as the participation fat in its compositions is also lower. Nevertheless the prevalence and the intensity of coronary atheromatous lesions found at autopsy and especially the prevalence of clinical coronary heart disease does not seem to be significantly different between these two groups.
These findings together with the comparative results which show a difference in the prevalence of coronary artery disease in two Chilean racial groups, with similar dietary habits put a serious question mark on the close relationship of diet rich in saturated fats and prevalence of clinical coronary heart disease. It is our firm conviction that this problem should be opened to discussion and that a great number of factors are involved in it, the genetic aspect being one that deserves serious consideration.
The difficulty that we encountered in order to compare results obtained by various investigators leads us to insist emphatically, in our belief that all efforts sponsored by W.H.O.
or other international bodies, to unify criteria for investigation, diagnosis and classification of cardiovascular disease is a worthwhile cause, and represents an indispensable requirement in the contribution to the progress of cardiovascular investigation.
(As long as the same criteria will not be used by all investigators no possible comparative results can be obtained).
